WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BumEAU oF THE CENSUS

Al Auc 28 1944

Registration District No..._.. __..__'1_

01 |

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Reglstration District No..__._1.0_Q3

23398
3730

State File No.

Registrar's No

1. PLACE OF DEATH:
(a) County.

@) City or town. ... ita..
£ ouuldu city or town limits, write “RURAL" nod name of townahip)
(¢) Name of hospital or institution:

Ty oo o o A e 3 2% v R

(d) Length of stay: In hospital or Institution____JAQONE .
5. Month Il {Hpecify whether

I this community.

2, USUAL RESIDENCE OF DECEASED:

@ sae_dissouri (%) County 4 "7
St Louis g 7
{¢) City or town ifontaies) Froe “RURAL") =
outelde t)'ﬂl' town limite, write ”
332 Carrie Awve.
(d) Street No. (1f rural, give location)

(State or fureign mml%:)
16. (s) Informant. .. . d

® Aam.m....masz..c:ame_ma
17. (a) {8) Date :hmor_%%y_]’;qr_%g
{Day) (Year

{¢) Place: bural or crematio iedenﬂ Cem .
Funeral Ho

e ﬂm*mf%ﬁ% Fepry k.

odlll 120941 o

Burial, cremation, or remo

yoars, months or days) () 1f foreign born, how long in U. 8. A.? years.
3. (o) PRINT ¥innie Brown MEDICAL CERTIFICATION
FolL 20. DATE OF DEATH: Month S UL ¥ day.. 20
3. (&) If veteran, none 3. (o) Soﬁ)bﬁcérity f hour 5 lnute P. "
name war. No.
21. I hereby certify that I attended the d d from.
\ 5. Color or 6. (a) §Ing!e. widowed, married, 7S s S 19._?( to 7 S s 19%’{:
4. sex.Female- ~4hite a!/aivoroedmmﬁ.d ot [ last saw h.m{hve O < e 192401
6. {8) Name of hushand or wife.__®* ® . ® ® & () Age of husband or wife if || and that death occurred on the date and hour stated above. */ [ Duration
F W W alive_n_._‘_.__.__mu"' Immediate cause of death - '
7. Firth date of dmm.&qﬁﬁﬁ_"m.__aﬁ;w.m}%_’éﬂb : ETAL L
8. AGE: Years Months Days If less than one day Due to S 1A B eﬂ-ﬂc&f—“&\
75 o .20 | 0w T
9. Birthplace Forth Wane Indiana } . puete \ 6’" -
(City, town, or menty) ' {Stats or forelgn country} - :
10. Usual 0ccupation.m e Sl @ G- RO Otﬁer-":"im"m within 3 months of death) ‘
11, Industry or bud J i.M PHYSICIAN
5 { 2. Name_. William Riley . . | Mfriee, [t
< Uis. Birthplace Kentucky l. il . %:“:‘eé;]‘jlfé
£ { 14. Maiden name BI2UBELH . UnBioHie = Of autopsy. ! Zl::rgg&:ge
S{ 15. Birthplace UnKnown 0‘ D weceesee [ tstically.
= (City, town, or coanty} 22, If death was due to external causes, fill in the following:

() Accident, suidde, or homicide (apecify)

(b Date of occurrence

) Where did injury occur?

{City ar tawn) (County) (State)
(d} Didinjury occur in or abont home, on fa.tm. in Industrial p!aoe. in public place?

' Specify type of
¢ ‘While at wrk?__7_(_ ,(z’)n MD;::' gf injury.
q& ;
| 23. Signature_ . — &7 /{ =t (M. D.or other)....._rl

Date dmdi_/é_/g/

Add;

{Datarsceived Jocal redlt.rlr)
(g

{Licensed Embalmer®s Statement on Roverse Side)
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STATEMENT BY LICENSED EMBALMER - -

{ 1 hereby certify that the body whose name is recorded on the reverse side of this certlﬁcate was embalmed by me, or by

Reglstered Apprentice No

working under my personal supervision, e

T . P. O Address ...........................
Note: The above MUST BE SIGNED BY THE LICENSED El“BALI\lER in hl.B OWN HANDWRITENG
the above constitutes grounds for revocation of license.) * - R

If thzs body is not embalmed, fact ahould be so stated above.

(Failure te comply «




